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Letters to the Editorstrategies other than pharmacologic
treatment, or the use of other drugs
of the same class with predominantly
analgesic effects not affecting brain
receptors (eg, morphine derivatives)
may induce the surgeon to refrain
from administering a life-threatening
drug cocktail that may be responsible
for triggering or worsening delirium.
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We are appreciative and in agree-
ment with the point of view that Pollari
and colleagues have expressed
regarding our study outlining some of
the risk factors for postoperative
delirium after cardiac surgery. One of
the messages inherent in our observa-
tional study is that certain potentially
modifiable factors can, if appropriately
commented on the study by Santarpino
and colleagues examining the effect of
cerebral monitoring as a method of
identifying patients who might have a
greater incidence of delirium.
Although it is exciting that the use ofThe Journala cerebral monitor might represent a
clinically available biomarker, the
data supporting the use of processed
electroencephalographic monitoring
(eg, the bispectral index and near-
infrared spectroscopy cerebral oxime-
try) are quite sparse. Importantly, their
report appears to have confused near-
infrared spectroscopy and processed
electroencephalographic monitoring.
Thus, although we are appreciative of
their interest in our report, their points
regarding near-infrared spectroscopy
would be much better supported by a
study that had not used a processed
electroencephalography (bispectral in-
dex) to estimate the cerebral saturation.
Finally, we do agree with the
authors that a focus on preventative
measures is a necessary direction of
future research in addressing delirium
in the postoperative cardiac surgery
patient.
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To the Editor:
Congratulations to Katayama and
colleagues1 for this study showing
that tricuspid valves are superior inof Thoracic and Cardiovascular Surgerthe aortic position. The diameter of
the aorta increases 10% in systole
relative to diastole. Tricuspid aortic
leaflets do not resist this increase,
but bicuspid aortic leaflets do resist
because of their position. Bicuspid
aortic leaflets thus undergo trauma
during systole. In addition, tricuspid
aortic leaflets get closer to the aortic
wall during systole than do bicuspid
ones. This causes bicuspid aortic
leaflets to be exposed to more friction
and shear stress. Twisting of the
ascending aorta laterally and dorsally
and localization of the coaptation
line of bicuspid leaflets, however,
were ignored in this simulation. The
differences in the characteristics will
influence the flow patterns. Configura-
tion of the aortic valve and ascending
aorta should therefore be considered
in the simulation.
The noncoronary wall has the
highest dp/dt in the ascending aorta.
Therefore, in people with normal
(tricuspid) aortic valves, the longest
free edge is that of the noncoronary
leaflet. Ninety-five percent of aortic
dissections start from the wall of
the noncoronary cusp. One of the
most important factors affecting the
surgical success of repair of bicuspid
aorta is the localization of the
commissure on the annulus. The
localization of the commissures at
the anteroposterior position on the
annulus would increase surgical
success. In this position, the noncoro-
nary wall of the aorta would be less
influenced by the dp/dt ratio. We think
that the anatomic positions of the
commissures on the annulus should
be taken into consideration in this
study.
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